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Outcomes of vaginal birth after caesarean:
experience of a Portuguese hospital
Dear Editors,
In 2009, Portugal had a peak increase on caesarean rate to 32.9%
[1], with no positive impact on maternal or neonatal mortality,
being far from the World Health Organization recommendation of
15%. A trial of labor after caesarean (TOLAC) provides an option to
reduce morbidity in women who seek larger families and, when
successfully achieved, vaginal birth after caesarean (VBAC) yields
less morbidity than a programmed repeated caesarean. In order to
offer proper counsel towomen in the pre-natal periodwe reviewed
all VBAC in our Institution from January 2014 until December 2015
(Table 1).
Overall, VBAC represented 4.1% (n = 114; Table 1) of all vaginal
deliveries and although the reported induction rate was 22.8% it
did not add any major maternal or neonatal morbid-mortality
which could be related to the fact that the sample is not large
enough to discern a difference in rare events such as uterine
rupture or neonatal asphyxia. In our review the labor induction
group had a higher percentage, although not statistically signiﬁ-
cant (p = 0.140), of women with previous vaginal delivery (21.7%
versus 10.2%) which we hypothesize to have had a positive impact
on obstetrical outcomes. Besides Bishop Score and a past of
previous vaginal delivery the risk of uterine rupture in labor
induction seems to be also dependent on the induction method of
choice. In our population prostaglandin E2 (PE2) was the most
commonly used (20.2%). Between induction methods, oxytocin
adds the lowest risk of uterine rupture (1.1%) [2], nevertheless and
according to Cahill et al. (2008) [3] multicentre, retrospective
cohort study of 25 000 women, the risk seems to be dose
Table 1
Global evaluation of VBAC (n=114).
n %
Maternal age, yearsa 31.84.9
BMIa, kg/m2 29.35.0
<30kg/m2 66 57.9
30kg/m2 43 37.7
Weight gain in pregnancya, kg 11.85.6
Obstetrical pathology
Hypertensive disorders 3 2.6
Diabetes 14 12.3
Others 1 0.9
Obstetrical background
Previous vaginal delivery 14 12.3
Clinical motive for previous caesarean
Abnormal fetal presentation 27 23.7
Fetal distress 31 27.2
Labor dystocia 43 37.7
Failed labor induction 2 1.8
Obstetrical pathology 7 7.0
Current gestation
Gestational age at deliverya 39.41.2
Spontaneous labor 88 77.2
Induction of labor 26 22.8
Oxytocin 3 2.6
Prostaglandin E2 23 20.2
Rupture of membranes previous to admission 43 37.7
Meconium 3 2.6
Labor augmentation
Oxytocin 60 52.6
Outcome
Eutocic delivery 53 46.5
Operative vaginal delivery 61 53.5
Dystocia 52 45.6
Fetal distress 9 7.9
Apgar score
58 Minute >7 114 100
New-born weighta 3256.1563.5
Maternal morbid–mortality
Major morbidityb 0 0
Minor morbidityc 20 17.5
a Data are given as mean standard deviation.
b Maternal death, hysterectomy, uterine rupture and admission to intensive care
unit.
c Intrapartum fever (n=1), perineal tear third degree (n=5), cervical laceration
(n=1), vaginal hematoma (n=3), uterine atony (n=3), retained placenta (n=3),
endometritis (n=3) and episiotomy dehiscence (n=1).
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dependent with an estimated incidence of 2.9% and 3.6% for
doses above 20 and 30 mU/min, respectively. Labor induction
with prostaglandins is associated with 1.4% [2] risk of rupture.
Prostaglandin E1 is not currently recommended since Wing et al.
(1998) trial of 17 patients showed a rate of uterine longitudinal
rupture of 11.8% [4]. Although the clinical use of PE2 remains
controversial in our review it was not associated to uterine
rupture however besides the small sample size another
weakness is the lack of Bishop Score since among studies
it remains unclear whether the increased risk of rupture is
due to an unfavourable bishop or the method of induction
itself.
In a secondary analyses obese women had no increased rates of
operative vaginal delivery or associated morbid-mortality never-
theless this should be interpreted with caution since obesity group
had a higher proportion of women with a prior vaginal delivery
(18.6% versus 6.1%; p = 0.042). Interestingly obese women had a
smaller proportion of women with spontaneous labor (65.1%
versus 84.8%; p = 0.017) and delivered in a later gestational age
(39.8  1.0 versus 39.2  1.2; p = 0.011) which might be related to
poorer uterine contractility. According to published data, obesity is
associated with high cholesterol levels which modiﬁes the viscosity
and membrane ﬂuidity with a consequent disturbance in calcium
intracellular transport leading to diminished uterine contractility
seen is obese [5].
Throughout our study we found no predictive factors of
operative VBAC including maternal and gestational age, induction
of labor or clinical indication of previous caesarean.
When attempting VBAC, obstetrical characteristics should be
taken into account for patient counseling regarding the risks and
beneﬁts of TOLAC. Although the use of PE2 showed to be safe we
were not able to correlate it with an initial cervical examination.
Nevertheless, when facing a favorable Bishop Score, induction of
labor should be seriously considered. To the best of our knowledge,
an unfavourable cervical examination enhances the risk of uterine
rupture prompting the consideration for the need of mechanical
cervical methods that ripen the cervix with no immediate uterine
contractility associated.
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Use of a laparoscopic specimen retrieval bag for
delivery of an entrapped head in a breech fetus
at 21 weeks gestation
Dear Editors,
A 29 years old nulliparous patient presented to delivery suite at
21 weeks gestation complaining of vaginal bleeding. She was low
risk at booking except for a BMI of 31, and had routine antenatal
care. A speculumexaminationwas performedwhich showed blood
stained liquor. The patient was admitted and an ultrasound scan
revealed a live fetus with oligohydramnios and absent end
diastolic ﬂow on Doppler. The patient and her husband were
fully counselled by a consultant about the risks of continuing the
pregnancy versus elective termination. The couple suffered from
infertility, and had been trying for 9 years. There were no signs of
labour. They therefore requested 24 h to consider their options,
during which they remained on the antenatal ward.
Eight hours later the patient’s husband requested assistance
from themidwife caring for her. On arrival in the room themidwife
noted feet protruding from the vagina. The oncall registrar
attended and found the fetus delivering as a breech, with the
umbilicus at the level of the introitus. The patient was encouraged
to push, but no further descent of the body occurred. Vaginal
examination revealed the cervix was only partially dilated with
both arms stuck in the cervix behind the fetal head. The arms were
gently delivered and the patientwas again encouraged to push. The
fetus remained undelivered, and further examination conﬁrmed
head entrapment. The cervix could not be encouraged to stretch
either with pushing or gentle manipulation with ﬁngers. Gentle
traction on the fetus caused tearing of the skin at the junction of the
neck and shoulders.
The patientwas transferred to theatre and a general anaesthetic
was administered. As the fetus was non-viable and the couple had
long standing fertility issues it was important to deliver an intact
fetus as the patient wished to view it, yet we did not want to cause
any potential long term complications to the mother. It was
therefore decided we should avoid Du¨hrson’s Incisions and
caesarean section/hysterotomy if at all possible.
We therefore passed a specimen retrieval bag, usually used
during laparoscopic surgery, between the fetal head and the
operator’s index ﬁnger. The retrieval bag was rotated within the
uterus so that it opened next to the fetal head. The aperture was
moved so that it was enclosing the fetal head and the bag drawn
closed in the usual way. Gentle traction to the bag effected
pressure to the top of the head rather than the shoulders allowing
the head to gently dilate the cervix and the fetus to be delivered
successfully with no cervical trauma.
The fetus was delivered intact with no obvious injuries from the
specimen retrieval bag. Careful examination of the mother’s cervix
and vagina also revealed no evidence of trauma from the technique.
The family were given the opportunity to view and grieve for an
intact fetus, which is important as an opportunity to bond is now
routine practice in the management of late miscarriages and still
births.
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